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APPLICATION FOR HEALTH BENEFITS, Continued
VETERAN'S NAME (Last, First, Middle)
SOCIAL SECURITY NUMBER
DEPARTMENT OF VETERANS AFFAIRS
Servicemembers Who Served in the
Theater of Operations
Application for Health Benefits
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The Department of Veterans Affairs (DVA), Veterans Health Administration (VHA) and Department of Defense (DOD) are coordinating efforts to allow Servicemembers currently in-theater or demobilizing to apply electronically for enrollment and VA health benefits.
Servicemembers who served in the theater of operations are eligible for enrollment without disclosing their financial information, but like other Veterans may provide their financial information to establish their eligibility for travel assistance, cost-free medications and/or medical care for services unrelated to this military experience. To have your financial eligibility assessed you should complete form 10-10EZR, Application for Renewal of Health Benefits during your first visit to a VA health care facility.
To apply online using this application, enter your information and click the submit button to apply.
Paperwork Reduction Act 
Paperwork Reduction Act of 1995 requires us to notify you that this information collection is in accordance with the clearance requirements of Section 3507 of the Paperwork Reduction Act of 1995. We may not conduct or sponsor and you are not required to respond to, a collection of information unless it displays a valid OMB number. We anticipate that the time expended by all individuals who must complete this Application for Health Benefits will average 30 minutes. This includes the time it will take to read instructions, gather the necessary facts and fill out the form.
Privacy Act Information:
VA is asking you to provide the information on this form under 38 U.S.C. Sections 1705, 1710, 1712, and 1722 in order for VA to determine your eligibility for medical benefits. Information you supply may be verified from initial submission forward through a computer-matching program. VA may disclose the information that you put on the form as permitted by law. VA may make a "routine use" disclosure of the information as outlined in the Privacy Act systems of records notices and in accordance with the VHA Notice of Privacy Practices. Providing the requested information is voluntary, but if any or all of the requested information is not provided, it may delay or result in denial of your request for health care benefits. Failure to furnish the information will not have any effect on any other benefits to which you may be entitled. If you provide VA your Social Security Number, VA will use it to administer your VA benefits. VA may also use this information to identify Veterans and persons claiming or receiving VA benefits and their records, and for other purposes authorized or required by law.
Assignment of Benefits 
 I understand that pursuant to 38 U.S.C. Section 1729 and 42 U.S.C. 2651, the Department of Veterans Affairs (VA) is authorized to recover or collect from my health plan (HP) or any other legally responsible third party for the reasonable charges of nonservice-connected VA medical care or services furnished or provided to me. 
I hereby authorize payment directly to VA from any HP under which I am covered (including coverage provided under my spouse's HP) that is responsible for payment of the charges for my medical care, including benefits otherwise payable to me or my spouse. Furthermore, I hereby assign to the VA any claim I may have against any person or entity who is or may be legally responsible for the payment of the cost of medical services provided to me by the VA. I understand that this assignment shall not limit or prejudice my right to recover for my own benefit any amount in excess of the cost of medical services provided to me by the VA or any other amount to which I may be entitled. I hereby appoint the Attorney General of the United States and the Secretary of Veterans' Affairs and their designees as my Attorneys-in-fact to take all necessary and appropriate actions in order to recover and receive all or part of the amount herein assigned. I hereby authorize the VA to disclose, to my attorney and to any third party or administrative agency who may be responsible for payment of the cost of medical services provided to me, information from my medical records as necessary to verify my claim. Further, I hereby authorize any such third party or administrative agency to disclose to the VA any information regarding my claim.
* Required fields
VETERAN'S NAME
 * Last:
 * First:
Middle:
Suffix:
* SOCIAL SECURITY NUMBER
* GENDER 
* DATE  OF BIRTH 
/
/
PERMANENT HOME ADDRESS 
For locations outside the U.S., enter City,Country in City box, i.e. "Paris,France", and select Foreign Country for State
* Street: 
* City: 
* State:  
* Zip Code:  
(Zip Code+4)
County:
* E-MAIL ADDRESS
HOME TELEPHONE NUMBER 
MOBILE TELEPHONE NUMBER
* SELECT THE SITE WHERE YOU ARE DEMOBILIZING
Demobilization Site:
State:
* Required fields
ARE YOU SPANISH, HISPANIC, OR LATINO?  (Department of Veteran Affairs uses this information for statistical purposes only.)
WHAT IS YOUR RACE? (You may check more than one.)
* LAST BRANCH OF SERVICE  
CONSENT TO COPAYS 
By submitting this application, you are agreeing to pay the applicable VA copays for treatment or services of your non-service connected conditions as required by law.
I understand that if I want to have my eligibility assessed for travel assistance, cost-free medications and/or medical care for services unrelated to my service in the theater of operations I need to complete VA Form 10-10EZR, Application for Renewal of Health Benefits and provide my financial information online or during my first visit to a VA health care facility.
* ESTIMATED DATE RELEASED FROM ACTIVE DUTY  
/
/
By submitting this application, I hereby certify under the penalty of perjury and attest that the information stated on this application is true and correct to the best of my knowledge.
Center / Clinic: 
State:
* SELECT THE VA MEDICAL FACILITY OR CLINIC WHICH WILL BE YOUR PREFERRED FACILITY  
* I AM ENROLLING TO OBTAIN MINIMUM ESSENTIAL COVERAGE UNDER THE AFFORDABLE CARE ACT
0
1.0.2
12/1/2009
Online 10-10EZ
12/11/2009
1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
Select Demobilization Site
1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
Select Facility from...
	Start Online Application: 
	PreviousPage: 
	NextPage: 
	VETERAN'S NAME (Last, First, Middle): 
	Social Security Number.  This is a required field.: 
	REVIEWINGFORM: 0
	LASTPAGE: Intro1
	bInst1: 
	bInst2: 
	bInst3: 
	CheckBox1: 0
	bClose1: 
	bClose2: 
	bClose3: 
	eMsg: 
	eVetNameLast: 
	eVetNameFirst: 
	eVetSocialSecurityNumber: 
	e2VetSocialSecurityNumber: 
	eGender: 
	eDateOfBirthMonth: 
	e2DateOfBirthDay: 
	eDateOfBirthDay: 
	e2DateOfBirthYear: 
	eDateOfBirthYear: 
	e2DateOfBirth: 
	e2PlaceOfBirthCity: 
	eCurrentAddress: 
	eCurrentCity: 
	eCurrentState: 
	eCurrentZip: 
	e2CurrentZip: 
	eEmail: 
	e2Email: 
	e2CurrentHomePhone: 
	e2CellPhone: 
	eDemobState: 
	eDemobSite: 
	Veteran's Last Name. This is a required field.: 
	Veteran's First Name. This is a required field.: 
	Veteran's Middle Name: 
	Veteran's Name Suffix: 
	Gender. This is a required field.: 
	Date of Birth Month. This is a required field.: 
	Date of Birth Day. This is a required field.: 
	Date of Birth Year. This is a required field. Please enter YYYY.: 
	Permanent Home Address Street. This is a required field.: 
	City. This is a required field. For locations outside the U.S., enter City,Country in City box, i.e. "Paris,France", and select Foreign Country for State.: 
	State. This is a required field.:  
	Zip Code (Zip Code+4). This is a required field.: 
	County: 
	E-Mail Address. This is a required field.: 
	Home Telephone number. Include area code.: 
	Mobile Telephone number. Include area code.: 
	9. DATE  OF BIRTH (mm/dd/yyyy): 
	VA CLAIM NUMBER (Enter your VA claim number if one has been assigned, otherwise enter your SSN): 
	Select the state in which you are demobilizing. This is a required field.:  
	Select the site where you are demobilizing. This is a required field.:  
	DemobSelectList: 
	bNext: 
	bPrev: 
	bGeneral: 
	bAdditional: 
	eACA: 
	eState: 
	eMedCenter: 
	eLastServiceBranch: 
	eLastDischargeDateMonth: 
	eLastDischargeDateDay: 
	e2LastDischargeDateDay: 
	eLastDischargeDateYear: 
	e2LastDischargeDateYear: 
	Are you Spanish, Hispanic, or Latino?  No: U
	WHAT IS YOUR RACE? (You may check more than one.) (Department of Veteran Affairs uses this information for statistical purposes only.) - AMERICAN INDIAN OR ALASKA NATIVE.: 0
	BLACK OR AFRICAN AMERICAN: 0
	NATIVE HAWAIIAN OR OTHER PACIFIC ISLANDER: 0
	ASIAN: 0
	WHITE: 0
	Last Branch of Service.  This is a required field.:  
	Estimated Date Released from Active Duty  Month. This is a required field.: 
	Estimated Date Released from Active Duty  Day: 
	Estimated Date Released from Active Duty  Year. Enter YYYY. This is a required field.: 
	LastDischargeDate: 
	Submit2: 
	By submitting this application, I hereby certify under the penalty of perjury and attest that the information stated on this application is true and correct to the best of my knowledge. Confirm by checking this box.: 0
	OrGo: 
	WHICH VA MEDICAL CENTER OR  OUTPATIENT CLINIC DO YOU PREFER? This is a required field.:  
	Select the state in which you wish to receive care. This is a required field.:  
	StationSelectList: 
	I AM ENROLLING TO OBTAIN MINIMUM ESSENTIAL COVERAGE UNDER THE AFFORDABLE CARE ACT. - No: 
	hSubmit2: 
	Comments and Concerns: 10-10EZ-DEMOB, Site:  
	Comments and Concerns: 180
	viewerType: Reader Reader
	viewerVersion: 11.013
	formVersion: 17
	Please select the statement that best describes your status as a veteran. This is a required field.: OTHER
	TYPE OF BENEFIT(S) APPLIED FOR. You may check more than one. This is a required field. - ENROLLMENT/HEALTH SERVICES: 1



